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[bookmark: _Toc183858304]APPLICATION FOR PRACTISING PRIVILEGES – MEDICAL PRACTITIONER DETAILS

	Title
	

	Surname
	

	Forename
	

	Practising name (if different)
	



	
Main NHS/Private Practice address and contact details


	

	Mobile:

Home telephone:

Out of hours contact telephone:

Email:

	Secretary/Admin
[bookmark: Check1]NHS               |_|

Private          |_|
	Name:



	Tel: 



	





GMC registered address and contact details







	Address: 






	Tel:

Mobile:

Email:


	
	Home address (if different from above):


	Do you live within 45 minutes of CLNQ?

Yes     |_|   

No      |_|



GMC Registration
	
Specialist type as it appears on the Specialist Register

	
	
GMC registration number

	



	Date of first full registration
	

	Date of renewal
	

	Details of any suspensions or conditions placed on registration
	



Professional Indemnity Insurance
	Insurance provider
	MDU   |_|           MPS   |_|             MDDUS   |_|             Other (write details below)   |_|          



	Certificate number
	

	Date of renewal
	

	NOTE: Consultants should provide evidence of indemnity to the value of £10million. The policy must be underwritten by a medical indemnity insurer based in the UK. If the insurer is based within the EU, the policy document must be in English and show the geographical area of work covered to include the UK



Current NHS Post
	Current NHS Trust/Organisation
	

	

Type of contract


	                 Permanent   |_|       Locum   |_|                  Honorary*   |_|          Other**.  |_|     

	
	*please specify reason e.g. in connection with academic appointment:


	
	**please state other type of contract:


	Date of last appraisal (or revalidation if appropriate)
Please also attach/enclose your recent appraisal summary
	


Please provide the name and email of your Responsible Officer and the Designated Body, normally where you carry out most of your work, for the purposes of medical revalidation:

Designated Body:
Responsible Officer:
Email Address of Responsible Officer:











Qualifications
	Date: 
	

	Date: 
	

	Date: 
	

	Date:
	

	Date:
	

	Date of Certificate of Completion of Specialist Training (CCST) or equivalent. If your qualification pre-dates CCST, then enter the date when your specialist training was completed.  Should this not be applicable, state reason:
	 





Primary Interests and Sub-specialisation, including Current Practice, Subspecialities and Clinical Interests
	







Secondary Interests
	







	Are there any professional and/or personal circumstances that might influence your ability to provide safe and high quality care?

If so, please outline these here:
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Procedural Verification
Practicing privileges will only be granted for those procedures or techniques that are part of the medical practitioner’s normal clinical practice and for which, in the opinion of the Clinic Director and the Medical Advisory Committee, evidence of adequate training and ongoing experience can be provided

Category of Practising Privileges Applied For (please tick):
	
	Surgical 

	
	General Practice

	
	Aesthetic Medicine

	
	Medical



Please provide a description of your current medical practice worldwide, including a log of any medical and surgical procedures and the institution(s) where they were carried out, in the following table. The details you provide should reflect the full span of your work as a doctor within and outside the NHS. Further, you will need to update this yearly and include it in your appraisal

Procedures undertaken
	OPCS CODE (If known)
	Procedure
	Institution
	Performed in the NHS?* (Yes/No)
	*If No, please state the total number performed in last year as the primary surgeon

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



You are required to present your logbook of procedures carried out, without assistance, and their complications. Consultants of at least 10 years standing may state the number of procedures carried out and their complications in the last 2 years


Which procedures are you applying to undertake at CLNQ?

Current legislation necessitates that specific operations be approved to be undertaken by surgeons applying for practicing privileges with The Battersea Clinic. Please list here the procedures you intend to carry out at CLNQ. Physicians should state minor local procedures, including lasers, peels and their type, and botulinum toxin injections and fillers and their types                                              

	HRG CODE (If known)
	OPCS CODE (If known)
	Procedure Description

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Professional References

Please provide the name and email address of two people who can provide a professional reference on your behalf. Note one of these should be from your current place of work

	Referee 1:

Name:

Email:

Address:



Professional connection:



	Referee 2:

Name:

Email:

Address:



Professional connection:






Declaration and Disclosure

In line with the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, all healthcare practitioners who have regular contact with patients are required to provide a declaration, as described below, and to undergo a disclosure search by the Disclosure and Barring Service (DBS). A criminal record will not necessarily be a bar to obtaining Practising Privileges and Disclosure information will not be used unfairly

Declaration (delete as applicable):

1. I am / am not currently the subject of any police investigation and/or prosecution in the UK or any other country

1. I have / have not ever been convicted of any criminal offence required by law to be disclosed, received a police caution in the UK or a criminal conviction in any other country

1. I am / am not currently the subject of any investigation or proceedings by anybody having regulatory functions in relation to health/social care professionals, including such a regulatory body in another country

1. I am / am not currently, nor have I been in the past, subject to any restrictions or conditions on practice

1. I have / have not ever been disqualified from the practice of a profession or required to practice subject to specified limitations following a fitness to practise investigation by a regulatory body in the UK or another country

I confirm that the details I have given on this form are complete and correct, and you can treat it as part of any future contract of practising privileges. I understand that if I do not provide full and true information, you may withdraw my practising privileges. I further provide you with permission to use my personal information for monitoring and management purposes in line with the data protection legislation



Name: 		______________________________


Signed:		______________________________ 


Date:		______________________________    



Thank you for completing this application form

The last page contains a checklist for you to ensure all required documents are provided with this application form

Unfortunately, your application will not be progressed for review by the Medical Advisory Committee until such time that all required documentation is received

CHECKLIST FOR PRACTISING PRIVILEGES

Please ensure the following documents are provided to CLNQ prior to the medical practitioner commencing practice. It is a requirement of the Care Quality Commission that all relevant documents are in place prior to practice being undertaken

	Item / documentation
	Comments
	Your checkbox

	Application form for Practicing Privileges
	
	

	Signature made on Practising Privileges Policy
	
	

	Identity confirmed through the presentation of a valid passport or driving license
	Photocopies accepted
	

	Address confirmed through the presentation of a bank or utility bill or statement
	Photocopies accepted
	

	Relevant work permit included in passport, if applicable
	Photocopy accepted
	

	Recent passport size photograph
	
	

	Current CV, detailing qualifications, current post held and relevant previous experience
	
	

	Disclosure and Barring Service (DBS) Enhanced Disclosure
	No more than 6 months old and from an organisation already registered with the CQC
If DBS disclosure more than 6 months old but less than 3 years old, then this can be provided but the DBS Confirmation, attached to the invitation email, should be completed and signed to confirm that no changes have occurred
	

	Evidence of medical qualifications, accreditations and specialist training
	Photocopy accepted
	

	Evidence of certificate of completion of training
	Photocopy accepted
	

	GMC certificate
	Current
	

	Professional indemnity insurance certificate
	Current and minimum of £10 million cover
	

	Information Commissioner’s Office certificate
	Current
	

	Most recent appraisal or revalidation
	Please provide entire appraisal document
	

	Name and details of your responsible officer and designated body for the purposes of medical revalidation
	Usually where you undertake the majority of your work
	

	Names of two professional referees
	Minimum of one should be from your current place of work
	

	Proof of mandatory training if available. If not available, these must be provided once practising privileges offered
	Adult safeguarding level 2; basic life support (BLS) or, if an anaesthetist, advanced life support (ALS); equality and diversity; fire safety; health and safety; information governance; infection control and prevention; and manual handling or moving and handling
	

	Occupational health vaccination record
	
	

	Out of hours contact numbers provided
	
	




Thank you for completing this form which supports us in maintaining compliance with regulatory and clinic requirements. Should you have any questions, please do not hesitate to contact us via email at hello@clnq.com
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